This issue contains a paper comparing measurement of ventricular septal defect shunt ratio by a proximal isovelocity surface area technique (usually abbreviated as PISA) method and by the Fick method.' The authors used some shortcuts in the PISA method, perhaps to make the measurements easier and more appealing to the cardiologist, and demonstrated a reasonable correlation of shunt calculation by the two techniques. (2) The shape of the PISA is inconstant at a range of flow rates. Critical flow rate for forming a PISA is determined by the product of orifice size and aliasing velocity. Below a critical flow rate (indexed by orifice size) PISA cannot be detected, and at critical flow rate PISA is flat. These shape characteristics usually prevent use of PISA in non-restricted flow, but make it applicable to restrictive orifices in which higher flow rates produce a hemispheric flow closer to the orifice (but still > 1 orifice diameter proximal to the orifice) and a more hemielliptical PISA still further from the orifice. Zhang et at8 also demonstrated that the first alias proximal to the orifice, in a more hemispheriodal field, overestimated flow rate, and the third alias, in the more hemielliptic field, underestimated flow rate, but the second velocity alias provided more accurate volume flow information. (3) The radius measurement is for maximal velocity and a volume flow event that occurs over the whole of systole would require integration of temporal velocities over systole rather than just a peak measurement. Temporal integration is usually not done, but the authors in the present paper took systolic duration into account. (4) Measurement of the alias radius is not easy, even when employing zoom. (5) Cape et al9 demonstrated that recorded velocity with respect to the transducer is a combination of orifice movement and velocity relating to flow convergence. This combination, depending upon the direction of orifice movement, could add or subtract from the true convergence aliasing velocity.
Measurement of flows
What is the future of proximal isovelocity surface area? The PISA method in the past has been used mainly in investigational protocols for assessing the peak flow rate of mitral regurgitation and, early in the experience, for assessing ventricular septal defect peak flow rate.'0 Will it be adopted by the cardiology community for general clinical use? The most attractive features are that it may be computed relatively rapidly during the course of a clinical echocardiogram and that it may provide a reasonably reli-able measurement, particularly for serial follow up of a given patient. However, the field of cardiology is littered with remnants of seldom or never employed techniques for approximating a clinically important data point. Only time will tell whether PISA will be adopted by the clinical community, relegated to investigational protocols, or forgotten. However, the technique clearly has promise and demonstrated usefulness. 
